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NAVAL FLIGHT SURGEON





	Naval Flight Surgeons (NFS) have as their primary responsibility the practice of operational aviation medicine at Navy and Marine aviation units ashore and afloat; they support combat readiness in their units through contingency planning, preventive and occupational medicine, primary care, and appropriate medical administrative actions.	 





Naval Flight Surgeon Training: Wings oF Gold


	The young medical officer who wants to become a Naval Flight Surgeon must first volunteer for such duty and then complete at least one year of graduate medical education (GME).  A rotating GME�1 year is preferred because a Naval Flight Surgeon's practice encompasses a diversity of practical medical problems.  The candidate, like the line officer counterpart, must be physically qualified to fly, meeting the same flight physical standards that are applied to all Naval aviators, except for modified requirements for visual acuity.  The candidate must be in good overall health with a benign medical history, and must have eyesight correctable to 20/20 in each eye with a refractive error no greater than + 5.50 diopters.  Students who meet slightly more exacting vision requirements have the opportunity to solo in naval aircraft.


 


	Once selected for flight training, the student is ordered to the Naval Aerospace and Operational Medical Institute (NAMI) at Naval Air Station, Pensacola, Florida where all Navy and Marine Corps aviators and aircrew receive initial training. Here the student begins the six�month course of instruction leading to designation as a Naval Flight Surgeon (NFS).  The NAMI currently trains about 100 flight surgeons each year, as well as aviation physiologists, aerospace experimental psychologists and foreign flight surgeon students. 


   


	The curriculum is divided into three major phases.  The first twelve weeks of the course are spent in the classrooms and clinics of NAMI.  Instruction in Environmental Physiology exposes the student to the physiologic stresses associated with flying.  An Operational Medicine course covers topics that are pertinent to not only aviation but also to other military medical assignments, so that the Flight Surgeon gains an understanding of the mission of the Navy Medical Department.  Another portion of the didactic phase is devoted to Clinical Aerospace Medicine, including instruction in the aeromedical aspects of Internal Medicine, Neurology, Psychiatry, Otorhinolaryngology, and Ophthalmology.  Clinical practice with our referral patient population hones the skills learned in the classroom.





	Next, the student flight surgeons are sent to the Naval Aviation Schools Command for six weeks of Aviation Preflight Indoctrination. This second phase includes instruction in aircraft engines, and systems, flight rules and regulations, meteorology, aerodynamics, navigation, aviation physiology, and both water and land survival.  The Student Flight Surgeon trains side by side with the Student Naval Aviator, including strenuous physical and obstacle course training three times per week.





	Water survival consists of intensive training in the skills and knowledge necessary to survive at sea following abandoning ship or an aircraft ejection, bailout, or ditching.  Included are:	 


   


   	1. Treading water and drown proofing with flight gear, underwater 


	    swimming, and swimming through simulated burning oil and surface 


	    debris.


   	2. Swimming 75 yards, then treading water for 5 minutes and drown 


	     proofing for 5 minutes while wearing full flight equipment. 


   	3. Simulating an abandon ship drill by jumping from a 12�foot tower and 


	     swimming 50 feet under water.


   	4. Swimming one mile in 80 minutes while wearing a flight suit.


   	5. Over�water parasail descents and complete parachute 


	     disentanglement/extrication in water.


   	6. Escaping from single (Dilbert Dunker) and multiplace (Helo Dunker) 


	     cockpits which are inverted and submerged in the water.





	Finally, students combine their newly learned water survival skills with Deep Water Survival Training (DWEST) in Pensacola Bay, which exposes them to the most realistic training possible. 


  


	The third and final phase of the course is flight instruction at the Aviation Training Command at Whiting Field, Milton, Florida for six weeks.  Training is conducted in the fixed-wing Beechcraft T-34C (Turbo Mentor), or in the Bell TH-57 (Jet Ranger) helicopter.  Although many students who are physically qualified are able to solo, the primary goal of flight training is to expose the student flight surgeon to the hazards and stressors of flight from the perspective of the air crewman. 





	Naval Flight Surgeon Wings of Gold, awarded upon graduation from this course, signify that the physician is expected to apply a well�rounded medical education with initiative, self confidence and attention to detail to support the assigned unit in meeting its operational commitments.  The newly designated Naval Flight Surgeon then reports to one of a variety of Navy and Marine Corps air activities, including aircraft carriers, air stations, Navy and Marine aviation commands such as air groups and air wings, and some specialized squadrons.


�









CARRIER AIR WING FLIGHT SURGEON





	Perhaps nothing better embodies the unique role of the NFS than serving with a Carrier Air Wing. The "Carrier Navy" is the most visible, publicized and romanticized collection of aircraft, people, and warships, ready to project power and demonstrate military presence in areas far removed from land�based assets.  The modern aircraft carrier has also been described as the most dangerous occupational setting in the world.  The aviation and industrial activities of a six to eight thousand person ship with ninety aircraft operating day and night in all�weather conditions from four acres of flight deck in a maze of passages, ladders, conduits, pipes, cable, and machinery are conducive to a wide range of injuries.  This environment of high mass, high energy, jet fuel, and ordnance carries the ever present potential for disaster.  While the tasks are demanding and the deployments long, the air wing billet is one of the most sought after by junior flight surgeons.  





Air Wing Composition


	The Carrier Air wing (CVW) billet is generally held by lieutenant (LT) and lieutenant commander (LCDR) (0�3 and 0�4) flight surgeons.  A CVW is often the initial assignment for a Naval Flight Surgeon.  The CVW Flight Surgeon is a member of the Air wing Commander's staff.  However, in everyday duties the NFS may serve many masters.  The two NFS on the CVW staff share responsibility for up to nine separate squadrons.





	Typically, an air wing is composed of the following squadrons: two fighter (F�14A Tomcat), two light fighter-attack (F/A�18 Hornet), one electronic counter�measures (EA�6B Prowler), one helicopter anti�submarine warfare (ASW)/search and rescue (SH�3 Sea King), one fixed�wing ASW (S�3A Viking), and an airborne early warning (E�2C Hawkeye) squadron.  While deployed, the carrier will be supported by Carrier Onboard Delivery (COD) aircraft (C�2 Greyhound or US�3A) ferrying personnel, mail and material between the carrier and facilities ashore.  Thus, while the air wing commander is the NFS's reporting senior, the NFS also serves the needs of the Commanding Officers (CO) of the various squadrons and the senior medical officer of the carrier or shore�based branch clinic or hospital.  Air wing commanders and their staff are based at various Naval Air Stations when not deployed.  The squadrons are assigned to Commander, US Naval Air Forces, Pacific (COMNAVAIRPAC) and Commander, US Naval Air Forces, Atlantic (COMNAVAIRLANT). Squadrons flying similar aircraft are grouped into functional wings and are located at the same air station (Table 27�1). This arrangement helps coordinate training and maintenance by keeping similar aircraft concentrated at one base.  Because the air wing squadrons are widely dispersed, the NFSs are similarly divided among the air stations, generally one with the fighter squadrons and the other with the light fighter-attack units.  The aircraft carriers on which the wings operate are likewise homeported in different locations (Table 27�2).  The logistics of matching the various wing squadrons with the ship are quite complex and challenging.


�
The Deployment Cycle


	The typical carrier deployment is based on an eighteen�month period: six months for predeployment exercises and "work�ups"; six months deployed, generally to the Western Pacific/Indian Ocean or to the Mediterranean; and six months post�cruise stand down. 


 


	Predeployment work�ups reunite the elements of the air wing after six months of independent operations.  After a major strike planning exercise at NAS Fallon, Nevada, the air wing rejoins the carrier for carrier qualifications, refresher training, weapons training, and an Operational Readiness Exercise (ORE), each representing about two weeks at sea. These evolutions find the squadron aircraft, personnel, medical records, and communication centers ferrying back and forth between home base and the carrier. 





	For the flight surgeon, this is also the period when immunizations must be updated, squadron records screened, physical examinations performed for flight deck personnel, and eyeglasses and non�standard medications placed on order.





	One recurrent portion of the pre�deployment cycle is the staging of mass casualty and conflagration exercises which test the entire ship's ability to isolate and minimize fire and damages; medical personnel respond to the injured and practice military triage, treatment and transport.  These large scale exercises occur throughout the work�up cycle, culminating in a major mass casualty drill during the final ORE.  This drill is a key criterion upon which the reputation of the medical department may be based; well honed teamwork from a large variety of medical and non�medical personnel positioned throughout the ship is essential to success.  When all these diverse training evolutions have been completed, the carrier and air wing enter a month of final preparations and a relaxed tempo of operations to prepare personnel and their families for deployment.						





	Haze Gray and Underway. While deployed, the CVW flight surgeon is assigned to the ship's medical department, working under the direction of the Senior Medical Officer (SMO), but retaining air wing and squadron responsibilities.  The hospital corpsmen assigned to each squadron are integrated into the ship's medical department.  The SMO, ordinarily a commander or captain, is usually a graduate of the Navy's Residency in Aerospace Medicine. The SMO is a permanent member of the ship's company for a two�year tour.  Besides responsibility for medical care and readiness for the carrier, the SMO is also the medical advisor for the entire deployed battle group, which may include a dozen smaller ships and 2,000�3,000 crewmembers in addition to the 6,000�8,000 aboard the carrier.  The carrier serves as a referral center afloat for the other ships in the battle group, which generally do not have medical officers aboard.  The carrier also provides aeromedical support to the aviation detachments (usually helicopters) aboard escort or support ships.								





	Medical department staffing includes the Senior Medical Officer, two air wing flight surgeons, a general surgeon, a general medical officer, a physician's assistant, a nurse anesthetist, a medical administrative officer and 40�45 corpsmen. The Dental department, with three dentists and an oral surgeon, is a separate entity which integrates with the Medical department during emergencies.  Medical department duties include sick call, physical exams, ward patient care, and departmental or ship wide training.  Additionally, watch�standing and coverage of the ship's emergency room rotates among the physicians, both at sea and upon reaching liberty or working ports.  The carrier medical department includes its own laboratory, pharmacy, X�ray suite, operating rooms, physical exam suite with hearing booth, and eye exam lanes (including slit lamp and phoroptor). One of the flight surgeons is generally given responsibility for the Flight Deck Battle Dressing Station, which is staffed by two corpsmen during flight operations, and serves as a staging area for flight deck casualties.  During general quarters evolutions (actual or drills) the flight surgeon will staff the station, conducting training or providing direct medical support and treatment until casualties can be transported to the main medical spaces.


				 


	Usually the two wing flight surgeons rotate the flight surgeon duty, so that one will always be on board and available for aeromedical problems, flight physicals, mishaps, etc.  The other flight surgeon may be flying, delivering briefs to the ready rooms, touring the workspaces, or generally being available to the aircrew.								  


	Because the deployed air wing is such a vital element of naval aviation, NFS training stresses the ability to operate independently.  Tertiary care facilities, consultants, and quick phone calls to check on a given matter are frequently unavailable, but the POTS ("plain ole telephone system"), and telemedicine will soon remedy the latter two problems.  The operational and clinical training during the six�month course at NAMI provides experience in techniques such as eye exams and refractions, sinus irrigations, tympanotomies, psychiatric evaluations, EKG interpretation, and evaluation of metabolic problems.  This training assists the embarked NFS in making sound aeromedical judgments and dispositions, many times pre-empting the need for medevac.  Occasionally, it is necessary to call upon other DOD facilities to assist with such evacuations, allowing Navy medical practitioners to work more closely with their Army and Air Force counterparts.





	Stand Down. At the end of the six� to eight�month deployment the embarked air wing disperses for the various home bases usually to a clamorous reception of awaiting family, friends,  and onlookers who enjoy the dramatic multi aircraft "fly�in". Leave is strongly encouraged, and the tempo of operations is temporarily reduced while aircrew and maintenance troops become reacquainted with their families and share their sea stories with whoever will listen.  During this transition period replacement personnel join the squadron, and the training syllabus for all aircrew starts a new cycle. Generally, squadrons train independently during this six�month period, with short detachments for bombing and gunnery practice, tactical exercises, and hosted operations with other Navy, Air Force, or Marine assets.


						  


	The NFSs rejoin the local clinic or hospital, dividing their time between dispensary duties and squadron pursuits.  Most Naval Air Stations are not co�located with hospitals, so the greater concentration is on out�patient care, preventive and occupational medicine, and administrative duties.  Flight surgeons (who may provide the vast majority of physician support at the clinic) participate in routine sick call, aviation physical examinations, and duty in the urgent care clinic; assist with corpsman staff training and participate in committees, and in mass casualty drills.  The NFS will also stand flight surgeon watch, responding to aircraft mishaps, decompression sickness cases at facilities conducting low pressure chamber training, and assisting with aeromedical evacuations.





	Depending on the location and nature of the facility, the NFS may also deliver care to dependents and retirees.  Many NFSs make themselves available to the families of their squadron members within the guidelines of the local facility.  If not able to evaluate and treat family members directly, they may assist in obtaining appointments, interpreting medical reports and results, and providing advice and information on how to use the often complex military medical system.





	The stand down period is usually the best time for the NFS to attend to continuing medical education:  updating of ACLS and ATLS credentials, physiology qualifications, cold weather training, C�4 course, and attending conferences or professional meetings.  Depending on budget constraints, this training may or may not be funded by the air wing or Navy medical training funds. 


							 


Flight Surgeon Responsibilities


	The dual roles of general medical duties and aeromedical support sometimes present conflicting demands for the flight surgeon's time.  Navy doctrine urges that the NFSs devote 50% of their time directly to squadron support, including participation in all officer meetings, presentations at safety stand downs, participation in drills and exercises, assistance with physical readiness training, surveying the shop spaces in the hangar, general presence in the ready room, and required flying time.  Practical demands at the clinic frequently preclude this division, and sometimes only two half�days per week are assigned for squadron duties.  Squadron work and flying may need to be accomplished during "off duty" time.  Participation on aircraft mishap boards or administrative aircrew disposition boards takes precedence over clinic responsibilities.





	As a direct advisor to the commander on medical and human factors, the squadron flight surgeon has direct access to the CO, Executive Office (XO), and Command Master Chief on a variety of matters affecting both the aircrew, other officers, and enlisted members of the unit.  There are frequent requests for "passageway consults", medical liaison, and informal evaluation of individuals.  The regular presence of the NFS in the squadron spaces and an attitude of accessibility promote aircrew confidence and allow early intervention for many problems.  Direct observation and knowledge of personnel can help the NFS detect changes in personality, work habits, and attention to detail which may herald some subtle illness, problems at home, or increasing reliance on alcohol or drugs.  It can be a severe setback a month before deployment to lose a valuable pilot or crewmember to a problem or crisis which might have been averted or minimized with early treatment.


		    


	Flight time can vary with the type of squadron, the demands of the clinic, and the aggressiveness of the flight surgeon.  Generally, flight surgeons assigned to fighter squadrons or other two seat aircraft may become fully qualified to fly with their units.  Since both CVW flight surgeons work with the entire wing, it is possible to fly and gain exposure in a wide variety of aircraft and missions.  This cockpit time enhances their ability to understand the flier in the context of the job and gain the aircrew's confidence.  And besides, it's lots of fun.





	The carrier mission, the personnel, and aircraft of the air wing provide exciting and challenging opportunities for the NFSs to hone their medical skills and judgment and operate in an unparalleled environment.  Carrier medicine combines the mundane with the state of the art:  sanitation, hygiene, radiation, lasers, infrared, biological and chemical hazards, sexually transmitted diseases, sustained operations, and the psychological implications of family separation, job stress and crowding.  All these factors, in addition to the opportunity to launch in a thundering jet down a screaming catapult and the chance to travel and serve both the nation and some of the finest people in the world, make the job of the air wing flight surgeon one of the best in Navy medicine.





MARITIME PATROL





	Hostile submarine forces pose an unique threat to the security of the United States and allied nations.  To protect the sea lanes of communication, worldwide surveillance is maintained by Navy maritime patrol squadrons flying the P�3C Orion aircraft. The P�3C is a multi�engine, multi�piloted, transoceanic aircraft flying from shore air stations.  COMNAVAIRPAC has maritime patrol squadrons at NAS Moffet Field, California and NAS Barbers Point, Hawaii. COMNAVAIRLANT has maritime patrol squadrons at NAS Brunswick, Maine and NAS Jacksonville, Florida. Each base has six squadrons, with two squadrons deployed to forward operational bases.  Normally, squadrons deploy for six months alternated with twelve months at home base.





	The patrol squadron consists of 9 airplanes, 36 aviators, 24 Naval flight officers, and 280 enlisted personnel.  Flight crews consist of 3 aviators, 2 Naval flight officers, and 8 enlisted aircrewmen.  Up to 23 total aircrew can be accommodated aboard the aircraft if needed. Various sensors include passive and active sonobuoys, magnetic detectors, and optical scanners.  Weapons carried on board the P�3C include torpedoes, depth charges, mines, and Harpoon air�to�surface missiles.





	Squadron medical support is provided by a NFS and three hospital corpsmen.  This medical support will accompany the squadron during deployment and is integrated into the air station medical treatment facility.  The NFS is responsible to the commanding officer for occupational and preventive medicine programs such as immunization, respirator usage, personnel reliability program, physical examination program, and health record maintenance.  The NFS functions as a department head within the squadron.  The NFS flies with all the aircrews to become familiar with mission and personnel factors.  Present personnel staffing policy allows female flight surgeons to be assigned to maritime patrol squadrons and accompany them to forward deployment bases.  The maritime patrol squadrons offer challenging billets for flight surgeons.			    


�









MARINE AVIATION





	The United States Marine Corps is a separate uniformed service under the aegis of the Department of the Navy.  The Navy Medical Department supports the Marine Corps and NFSs support Marine aviation units. Marine aviation units have unique organizational and command relationships during operational utilization. Marine operational units are task organized to accomplish expected missions.





Operational Organization


	The Marine Corps operational doctrine emphasizes the air�ground team integrated at relatively low command levels. The smallest such unit is the Marine Expeditionary Unit (MEU), formerly referred to as Marine Amphibious Unit (MAU).  The change in name reflects capabilities beyond amphibious operations.  A MEU is normally commanded by a Marine colonel (0�6), who reports to a Navy task force commander.  Routinely one MEU is kept in readiness afloat in both the Mediterranean and the Western Pacific.  There are three components to the MEU:  a composite helicopter squadron, an infantry battalion, and additional support/maintenance units.  The composite helicopter squadron has about eight CH�46 Sea Knight medium transport helicopters, four CH�53 Sea Stallion heavy lift helicopters, two UH�1N Huey utility helicopters, and four AH�1J Cobra attack helicopters.  The AV�8B Harrier VSTOL jet may be substituted for the attack helicopters.  One flight surgeon and three Navy medical corpsmen are assigned to provide aeromedical support for the composite helicopter squadron.  The infantry battalion has four infantry companies and a headquarters and support (H&S) company.  Additional support includes units of artillery, tanks, amphibious tractors, engineer, medical, maintenance, etc.  Normally, the entire MEU deploys aboard one or more amphibious assault ships such as Landing Platform Helicopter (LPH) or Landing Helicopter Assault (LHA).  While underway, the NFS integrates into the ship's medical department.  When the composite helicopter squadron deploys ashore, the NFS accompanies the squadron.  Support may be provided from a sick call box in a tent, from a small medical facility  in a flight line shack at an expeditionary air field, or from co�located medical treatment facilities.  Prepacked medical supplies sufficient to support 60 days of combat operations are stored aboard the LPH or LHA and used for shore operations.  Aboard the larger assault ships, such as LPH or LHA, medical facilities are available, including operating rooms, intensive care units, a ward facility, isolation rooms, laboratory, X�ray, pharmacy, sick call, and administrative spaces.  Often, the LPHs and LHAs deploy with MMART (Mobile Medical Augmentation Readiness Team) aboard, which have a full operating room team including a general surgeon, an orthopedic surgeon, and an anesthesiologist. 





	The next larger operational unit is the Marine Expeditionary Brigade (MEB), formerly referred to as Marine Amphibious Brigade (MAB), usually commanded by a brigadier general (0�7).  There are three components of a MEB:  A Marine air group (MAG), a  Marine infantry regiment, and support and maintenance units.  The Marine air group may include both fixed wing and helicopter squadrons.





	The largest Marine operational unit is the Marine Expeditionary Force (MEF) formerly called Marine Amphibious Force (MAF).  MEF's are commanded by a major general (0�8) and composed of a Marine Aircraft Wing (MAW), a Marine division (MARDIV), and support and maintenance units.  Aeromedical, as well as general medical support, is integrated into MEF and MEB.





Administrative Organization


	Administratively, the smallest Marine Corps aviation unit is the squadron, commanded by a lieutenant colonel. Squadrons have integrated maintenance functions.  Squadrons are components of a Marine Air Group (MAG) which may have fixed wing or rotary wing aircraft.  A MAG is commanded by a colonel and is similar to an Air Force Wing.  A MAG is a component of a Marine Aircraft Wing (MAW) which is commanded by a major general.  There are three active duty MAWs and one reserve MAW.





	The Second MAW supports Fleet Marine Force Atlantic.  Marine Corps Air Station (MCAS) Cherry Point, North Carolina and MCAS Beaufort, South Carolina primarily support fixed wing units.  MCAS(H) New River, Jacksonville, North Carolina, supports helicopters units which provide support for the nearby Second Marine Division (MARDIV) at Camp Lejeune.  The Second MAW and Second MARDIV provide units to support Atlantic Fleet deployments, though Western Pacific deployments are occasionally made.						





	The First MAW is located at MCAS(H) Futenma, Okinawa and supports the Third MARDIV, also located in Okinawa.  MCAS(H) Futenma also supports helicopter squadrons and certain fixed wing assets.  MCAS Iwakuni, Japan, supports the Marine fixed wing squadrons.  Marine aircraft squadrons may be deployed throughout the western Pacific, operating from the NAS Guam, NAF Kadena, NAS Atsugi, aboard Navy carriers, or from Air Force or Army air facilities as the tactical situation dictates.





	Squadrons from the Third MAW in California deploy to the Pacific and Indian Ocean.  The MCAS El Toro, California, provides support for Marine fixed wing squadrons. The MCAS(H) Santa Ana and the MCAS(H) Camp Pendleton provide support for helicopter squadrons for the First Marine Division at Camp Pendleton, CA.  The MCAS Yuma, Arizona provides training support for both fixed wing and helicopter squadrons.  Marine Corp Base/MCAS Twenty Nine Palms, California offers high desert environment for combined arms training. The First Marine Brigade at MCAS Kaneohe, Hawaii supports both helicopter and fixed wing squadrons for operational deployment throughout the Pacific and Indian Ocean. 





	The Marine Corps emphasizes high standards of readiness under the most adverse circumstances.  Marine squadrons (including fixed wing) may deploy to the field and operate from tents.  Air traffic control and other support units are included in such field operations.  Operating under spartan conditions is embraced as a challenge.  The Marines are expected to be at maximum operational readiness, and demand no less from their medical support.  The Marine Corps assigns one NFS to each squadron as primary duty.   The NFS may spend half of their operational tour operating from a variety of environments:  austere field conditions, mountainous areas, deserts, snow/arctic environments, and aboard ships. Marine squadrons have a reputation for integrating their flight surgeon into the squadron organization and daily operations.











AEROSPACE MEDICINE RESIDENCY





	The United States Navy offers a three�year residency program in Aerospace Medicine. The resident completing this training is prepared to serve in a leadership capacity, initially as the Senior Medical Officer aboard an aircraft carrier. The Senior Medical Officer's function, and therefore the resident's training, emphasizes the management of assets to assure maximum utilization and preservation of the ship's operational assets.





	The residency graduate is expected to assure quality practice of preventive medicine, sanitation and habitability, industrial hygiene, mass casualty readiness, aviation medicine, physical examinations, medical supply and repair, training, record keeping and reporting, as well as outpatient and inpatient care.





	Moreover, the residency training leads to eligibility to sit for examination by the American Board of Preventative Medicine, which leads to certification as a specialist in Aerospace Medicine. Graduates of the program can anticipate future assignments to major staff positions following the Senior Medical Officer tour.  Requirements for entry include prior designation as a NFS and completion of two operational tours as a flight surgeon; exceptions are possible.		    


	The three year program consists of one academic year in an accredited school of public health, during which the resident earns the degree of Master of Public Health, or equivalent. The remaining two years are spent at the Naval Aerospace  and Operational Medical Institute, Pensacola, Florida.  The second "practicum" year is devoted to applying the principles learned during the MPH year, and to attending a number of integral training courses.  This year is sanctioned by the Accreditation Council for Graduate Medical Education and, along with the MPH, satisfies board eligibility requirements. The third year is devoted to aeromedical clinical rotations. 





Clinical Requirements


	The carrier SMO functions as on board consultant for medical problems; a broad clinical expertise is required beyond usual preventive medicine proficiency. Therefore, aeromedical clinical rotations are included in the following areas:								


	�
	1. Internal Medicine and Cardiology � eight weeks.		 


		a. Electrocardiography including normal variants, ischemia, 


		life�threatening arrhythmias.					 			


		b. Aviation incompatible clinical conditions.		    


		c. Aviation compatible medications.				    


		d. Treatment of acute medical emergencies (ACLS, ATLS).	  


	


	2. Ophthalmology � eight weeks.					


		a. Aviation ophthalmological standards.				


		b. Eye refractions and eye examinations.			    


		c. Common outpatient ophthalmologic traumatic and medical  conditions.		 


		d. Operation of slit lamp, Phoroptor, tonometer, and visual field 


		    measurements.


	    


	3. Otorhinolaryngology � eight weeks.			    


		a. Aviation standards and evaluations.				 


		b. Audiologic interpretation and hearing conservation program monitoring.		 


		c. Diagnosis and treatment of barotrauma.			   


		d. Performance of maxillary sinus irrigation, nasal fracture 


		    reduction, myringotomy, incision and drainage of peritonsillar 


		    abscess, and external auditory canal instrumentation.		  	





	4. Neuropsychiatry � eight weeks				   


		a. Standard psychiatric interview and presentation in a standard, 


		    terse written report format.					


		b. Aviation psychiatric diagnoses, appropriate therapeutic 


		    modalities, and disposition.


		c. Standard neurological examination, and knowledge of aviation 


		    neurological diagnosis, therapeutic modalities, and disposition.


		d. Basic psychiatric testing in relationship to aeromedical conditions.


		e. Principles of brief psychotherapy and marital counseling.						f. Diagnosis and disposition of psychiatric emergencies. 


		g. Administrative disposition of problem cases.


		  


	5. Aviation Physical Qualifications � four weeks.			


		a. Rotation in physical examinations and physical qualifications  


		    branches to broaden knowledge of proper aeromedical screening, 


		    evaluation and disposition for candidates, and recommendation 


		    of waivers for both candidates and designated personnel.


		b. Attendance at Aeromedical Advisory Committee meetings to  


		    develop awareness of the evolution of aeromedical standards.


�



Integral Courses


	A variety of educational courses and meetings are integrated into the "practicum" year.  Some of the major ones are:





	1. Aerospace Medical Association Annual Scientific Meeting


	2. Operational Aeromedical Problems Courses (Army, Air Force, and Navy)		


	3. Advanced Aircraft Crash Survival Investigation School -  		                 		     Tempe, AZ/or Oklahoma City, OK/or San Antonio, TX 


	4. Radiation Health, Groton, CT		    


	5. Medical Effects of Nuclear Weapons		 


	6. Navy Undersea Medicine Course, Panama City, FL		    		


	7. Brooke Army Institute of Surgical Research/Burn Unit, 


	    Ft. Sam Houston, San Antonio, Texas			    


	8. Emergency Medicine					


	9. Senior Medical Officer Course, NAMI		


	


Other Responsibilities





	Residents are expected to provide expertise for training enlisted and officer personnel including student flight surgeons, student aviation technician corpsmen, enlisted staff training, and visiting lectures to Pensacola and Whiting Field training wings.  Residents must maintain currency in annual physical examinations, physiology/water survival and flight time participation.





	The residents stand a variety of watches while assigned.  They serve as flight surgeon coordinator watch for the Pensacola area, and may be tasked to provide aeromedical support for aircraft mishaps when other NFS assets are not available. Physically qualified residents serve as hyperbaric medicine advisors after Navy Undersea Medicine training at Panama City, Florida; they provide medical support for hyperbaric chamber operation for both aviation and diving cases.


�
	








TABLE 27-1: LOCATION OF NAVAL AIRCRAFT SQUADRONS





Aircraft		COMNAVAIRPAC*		COMNAVAIRLANT





E-2C			NAS MIRAMAR, CA		NAS NORFOLK, VA





EA-6B			NAS WHIDBEY IS, WA	NAS OCEANA, VA





F-14A			NAS MIRAMAR, CA		NAS OCEANA, VA





F/A-18A		NAS LEMOORE, CA		NAS CECIL FIELD, FL





H-3			NAS NORTH IS, CA		NAS JACKSONVILLE, FL





S-3A			NAS NORTH IS, CA		NAS CECIL FIELD, FL





*CVW 5 aboard the USS Independence is forward homeported in NAF Atsugi, Japan with F/A-18, EA-6B, and H-3 squadrons.











�



�
		TABLE 27-2: AIRCRAFT CARRIERS/ASSIGNED CVW





			Hull #		Name			Class		Commissioned	   Gross wt	Home Port		CVW		





			CV-62#		Independence		Forrestal	1959		   80,000	Yokuska, Japan		5		


																


			CV-63#		Kitty Hawk		Kitty Hawk	1961		   80,000	San Diego, CA		15		





			CV-64		Constellation 		Kitty Hawk	1961		   80,000	Alameda, DA		2





			CVN-65*	Enterprise		Enterprise	1961		   91,000	Norfolk, VA		17





			CV-66		America			Kitty Hawk	1965		   80,000	Norfolk, VA		1





			CV-67#		J.F. Kennedy		Kennedy	1968		   80,000	Norfolk, VA		None





			CVN-68*	Nimitz			Nimitz		1975		   91,000	Bremerton, WA		9





			CVN-69*	Eisenhower		Nimitz		1977		   91,000	Norfolk, VA		3





			CVN-70*	Vinson			Nimitz		1982		   98,000	Alameda, CA		14





			CVN-71*	Roosevelt		Nimitz		1986		   98,000	Norfolk, VA		8





			CVN-72*	Lincoln			Nimitz		1990		   98,000	San Diego, CA		11





			CVN-73*	Washington		Nimitz		1992		   98,000	Norfolk, VA		7





			CVN-74*##	Stennis			Nimitz		1996(est)	   98,000	Newport News, VA	Nome





			CVN-75*##	Truman			Nimitz		1998(est)	   98,000	Newport News, VA	Nome





			*    Nuclear Powered


			#    Retrofitting


			##  Pending Completion
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